bilateral anterior CDH are extensively limited. Our case demonstrates how integrative use of different imaging modalities can guide prenatal diagnosis, surgical planning, and neonatal management in hopes of improving survival outcomes of CDH patients.
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Hodgkin's lymphoma with cavitating lung lesion mimicking tuberculosis: A rare presentation Sir, Pulmonary involvement in Hodgkin's lymphoma (HL) at presentation is seen in 15%-40% of cases. [1] It commonly manifests as single or multiple nodular lesions. HL producing solitary or multiple cavitary lung lesions is rare. Such a presentation closely mimics other conditions such as metastatic carcinomas, multiple pyemic abscesses, Wegener's granulomatosis, sarcoidosis, and, most importantly, tuberculosis and needs to be differentiated from them. [2] In a country like India wherein the incidence of pulmonary tuberculosis is very high, the diagnostic and therapeutic decision-making is challenging.
We report a 22-year-old female who was referred to us with a 6-month history of fever, asthenia, weight loss, night sweats, and nonproductive cough. Chest X-ray had shown a cavitating lesion in the lung. The cervical lymph node was reported as granulomatous reaction, and she was diagnosed to have pulmonary tuberculosis and treated with antituberculosis therapy (4-drug regimen) for 1 month. On physical examination, the patient was cachectic and had pallor. Firm, mobile, and nontender multiple cervical lymph nodes ranging from 1 to 2 cm in size were present. Respiratory systemic examination revealed dullness with decreased air entry and crepitations in the upper part of the left thorax. The chest X-ray showed nonhomogeneous opacity of the middle lobe of the left lung with cavitation. Computed tomography scan (CT scan) of the chest showed a well-defined lobulated soft-tissue attenuation lesion in the left paramediastinal plane, superior to the hilum and lateral to the pulmonary trunk. Positron emission tomography (PET)/CT showed the presence of hypermetabolic lesions in multiple cervical, mediastinal, retroperitoneal lymph nodes with cavitating lung lesions [ Figure 1 ]. Flexible bronchoscopy was performed and it did not demonstrate any bronchial airway abnormalities. Cytological examination of bronchoalveolar lavage fluid and bronchial washings did not reveal the presence of any malignant cells. Microbiological test for fungi, acid-fast bacilli, and other pyogenic bacteria was negative. Histopathological examination of the cervical lymph node biopsy showed effacement of the nodal architecture with interspersed the histopathology examination of the lymph nodes may show extensive granulomatous reaction mimicking tuberculosis. PET/CT distinguishes between the two conditions. [5] The diagnosis of cavitary lung lesions in a patient with HL is challenging and is often misdiagnosed as tuberculosis. This entity, though rare, needs to be considered as an important differential diagnosis of cavitary lung lesions, especially in those cases not responding to systemic antimicrobial/antituberculosis therapy.
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An unusual cause of massive hemoptysis: The demise of clinical history and a teachable moment from a fatal case Sir, Massive hemoptysis is a common cause of emergency admission. With the widespread availability of sophisticated imaging and advanced therapeutic options, most cases of hemoptysis are managed successfully. [1] In a patient with ongoing hemoptysis, stabilizing the patient by preventing asphyxia due to aspiration of blood is the priority. Nevertheless, a thorough medical history is necessary, even in the current era. Herein, we present the case of a young male who presented with massive hemoptysis due to an unusual cause, which was identified late in the course of the disease. We emphasize the importance of a detailed history and discuss the various missed opportunities in the index case.
A 30-year-old gentleman presented with fever, productive cough, weight loss, and hemoptysis of 3 months' duration. On the basis of the history and limited clinical examination findings (erythema nodosum), he was started on antitubercular therapy (ATT). Chest radiograph was unremarkable. His fever resolved, but he had an episode of massive hemoptysis 1 month later. In the emergency room, a computed tomography (CT) of the thorax showed dissection of the thoracic aorta. Urgent endovascular repair was undertaken. Postoperatively, he developed a pseudoaneurysm of the right femoral artery (site of vascular access) which required surgical repair. He remained asymptomatic for the next 2 months when hemoptysis recurred and he presented to our hospital. A detailed medical history revealed the presence of multiple oral ulcers for the past 3 years and a single scrotal ulcer a year back that resolved spontaneously. He also reported the development of reddish lesions at the sites of recent intravenous cannulation. Macular hyperpigmented skin lesions over the forearms (at the site of the cannula) and erythema nodosum over both the legs were noted [ Figure 1 ]. C-reactive protein and erythrocyte sedimentation rate were elevated. Contrast-enhanced CT of the thorax revealed bilateral pulmonary aneurysms, and the endovascular aortic graft was seen in situ [ Figure 2 ]. Skin biopsy suggested septal panniculitis with lymphocytic vasculitis; human leukocyte antigen B51 was positive. He was diagnosed as a case of vasculo-Behçet's disease (BD) and managed with intravenous methylprednisolone pulse followed by monthly intravenous cyclophosphamide. He remained asymptomatic for the next 3 months. Four months after the therapy, he had an episode of massive hemoptysis at home and succumbed to the illness.
BD is a multisystemic disorder characterized by recurrent, painful orogenital ulcers, skin lesions, pathergy, ocular inflammation, and occasionally life-threatening vasculitis. Large-vessel involvement is relatively rare, seen in 14.3% in a cohort of 2319 patients of BD from Turkey. [2] Deep venous thrombosis was the most common form of large-vessel involvement, whereas arterial involvement was seen in 3.6% (most frequently involving the pulmonary artery). [2] Figure 1: Erythema nodosum (arrow) over the bilateral shin
